Aims and objectives: To understand the factors influencing parental attitudes towards antibiotic prescribing.
people die each year due to resistant infections and it is estimated that by 2050 the world will face an additional 10 million deaths due to AMR infections at a cost of $100 trillion to the global economy (HM Government 2016) .
In response to the threat of AMR, the UK government has In 2015, Public Health England (PHE, 2015) published the second annual report from the English Surveillance Programme for Antimicrobial Utilisation and Resistance (ESPAUR), which showed that, in 2014, the majority of antibiotics in England were prescribed in general practice (74%). Total antibiotic prescribing, which is measured using defined daily doses (DDD), a standardised measure of antibiotic consumption, continues to increase in the National Health Service (NHS) by 6.2% (16.1 to 17.1 DDD per 1,000 inhabitants) between 2011-2014 and 2.1% between 2013-2014. However, this increase was at a slower rate in [2013] [2014] . The total number of prescriptions dispensed has decreased, whilst total antibiotic consumption in primary care has increased. This suggests higher doses or longer course lengths in general practice prescriptions.
Antibiotics are prescribed in about one in five general practitioner (GP) consultations, with about 25% being prescribed to children between the ages of one and fourteen years (Murphy, Bradley, & Byrne, 2012) . However, most childhood illnesses are caused by viruses rather than bacteria (Murphy et al., 2012) often What does this paper contribute to the wider global clinical community?
• This review identified the lack of parental knowledge regarding proper use of antibiotics. More information needs to be provided to parents and the wider community to ensure decision-making is informed and appropriate.
• It highlights the importance of the relationship between clinicians and parents in managing children's illness. Parents trust and rely on the clinician to provide information and reassurance on their child's health. Clinicians need to recognise and develop the relationship to support parental expectations.
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Clinicians report parents' apply pressure for antibiotics to be prescribed, mostly on behalf of their children (Stivers, 2002) . However, inappropriate prescribing of antibiotics by clinicians can reinforce the belief that antibiotics ought to be prescribed and are effective in circumstances when they are not (Mangione-Smith, Elliott, Stivers, McDonald, & Heritage, 2006) . Therefore, the need to educate both clinicians and parents, as the primary caregivers, regarding the appropriate use of antibiotics is vital in safeguarding existing, effective antibiotics for the future.
| Aim and research questions
The aim of the review was to examine the literature to explore any influences on parental attitudes to antibiotic prescribing and aimed to answer the following research questions: 
| Search methods
The review included all relevant published research conducted worldwide between the years 2006-2016 exploring knowledge, attitudes and practices of parents regarding use of antibiotics in primary care for their children. Searches were limited to the last 10 years due to significant changes and increased recognition of the risk of antibiotic overuse in this time. Studies before this may not reflect current practices or knowledge. All publications, including cohort studies, randomised controlled trials (RCTs), and both observational studies and qualitative studies, were eligible. Only primary research studies which were published in English were eligible for inclusion. All global studies published in English, conducted in the last 10 years and directly exploring the knowledge, attitudes and practices of parents towards antibiotic prescribing in children were included in the review.
| Exclusion criteria
Exclusion criteria included primary research relating to doctors or GPs' or prescribers' attitudes to antibiotic prescribing, studies not published in English language, nonprimary research and publications pre-2006.
| Search outcome

| Selection of studies
A total of 515 articles were identified for initial review. Titles and abstracts were screened for eligibility, inclusion and exclusion criteria applied and any duplicate articles identified and removed. Following this process, twenty articles remained (see Figure 1 ). In seventeen of the studies reviewed, at least half of the participants were mothers and one study focussed solely on mothers (Alkhaldi, Al-Mahmoud, & Kanaan, 2015) . One study had more participants who were fathers than mothers (Alili-Idrizi, Dauti, & Malaj, 2014) . Two studies did not distinguish between mothers and fathers (Cabral et al., 2016; Salazar, English, & Eiland, 2012) .
| Quality appraisal
The quality of the publications was assessed by the first author and cross-checked by another member of the research team, using the Critical Appraisal Skills Programme (CASP) tool. The twenty studies were reviewed for validity, credibility and relevance to the research question. Any ethical considerations, the recruitment strategies used, data analysis methods and the contribution of studies to current knowledge were also assessed. This information was shared with the research team to ensure verification and satisfaction with the quality appraisal process. The predominant methodology (16 studies) was quantitative, using surveys and questionnaires. There is a risk of recall bias as reliant on parental recall accuracy of experiences (Sackett, 1979) . The bias in two qualitative studies was low, and the remaining qualitative and mixed methods were unclear.
A summary of the articles included in the review can be found in Table 1 .
| Data abstraction
The selected research papers were reviewed by the first author to determine what factors influenced parental attitudes and decisionmaking, regarding expectations for antibiotic prescribing for their children. The findings were then discussed and shared with the research team in regular team meetings. This provided the opportunity to address any uncertainties relating to the data extraction process. It was not necessary to contact any authors of included studies during the review for missing information.
| Risk of bias
There was a risk of recall bias in all the articles, as they all relied on participants recounting previous experiences, which may have been remembered differently over time. In addition, fourteen stud- 
| Data synthesis
The data from the quantitative studies were summarised as descriptive statistical data. Thematic analysis (based on Braun & Clarke, 2006 ) was used to analyse the qualitative data findings and identify any common themes. These included the quality of relationships with healthcare providers, dealing with conflicting messages, rationalising the need for antibiotics and parental practices informed by past experience. (Booth, Sutton, & Papaioannou, 2016) .
| Qualitative studies
Three studies used qualitative approaches and thematic analysis to explore through dialogue of parental attitudes. This consisted of focus groups and interviews.
| Mixed methods
One study used mixed methods and consisted of a quantitative telephone survey and qualitative focus groups.
| Summary of main findings
Thematic analysis of the papers identified four main themes from the literature review. These were "quality of relationships with healthcare providers," "dealing with conflicting messages," "rationalising the need for antibiotics" and "parental practices informed by past experience"(see Table 2 ).
| Quality of relationships with healthcare providers
Eleven of the studies identified the importance of relationship quality between parents and clinicians. These studies found parents were concerned and anxious for their child's health and wanted to be reassured regarding the decision-making and care their clinicians provided (Al-Dossari, 2013; Alili-Idrizi et al., 2014; Alkhaldi et al., 2015; Brookes-Howell et al., 2013; Cabral et al., 2016; Chinnasami, Sadasivam, Ramraj, & Pasupathy, 2016; Ecker, Ochoa, Vargas, Del Valle, & Ruiz, 2013; Panagakou et al., 2011; Rousounidis et al., 2011; Salazar et al., 2012; Zyoud et al., 2015) .
The relationship quality between the parent/clinician was founded on trust. In half of the studies, trust was more likely to develop if parents experienced open communication. This involved easy clinician access, and using a range of communication methods (telephone, email, appointments), which enabled relationship building (Al-Dossari, 2013; Alkhaldi et al., 2015; Brookes-Howell et al., 2013; Chinnasami et al., 2016; Ecker et al., 2013; Finkelstein, Dutta-Linn, Meyer, & Goldman, 2013; Panagakou et al., 2011; Rousounidis et al., 2011; Vaz et al., 2015; Zyoud et al., 2015) .
The importance of communication was identified in ten studies, which recognised parents relied on their clinicians for advice and information on their child's treatment options. This clinician engagement enabled parents to feel supported in their decision-making and resulted in feelings of general satisfaction with the amount of information they were given regarding the need for antibiotics and the risks involved (Al-Dossari, 2013; Alkhaldi et al., 2015; BrookesHowell et al., 2013; Cabral et al., 2016; Chinnasami et al., 2016; Ecker et al., 2013; Panagakou et al., 2011; Rousounidis et al., 2011; Salazar et al., 2012; Zyoud et al., 2015) .
However, in seven studies, parents did not experience good communication with their clinicians, as they felt clinicians used complex language, did not explain the terms they used and did not spend enough time providing explanations (Agarwal, Yewale, & Dharmapalan, 2015; Alkhaldi et al., 2015; Cabral et al., 2016; Chinnasami et al., 2016; Dwibedi et al., 2015; Ecker et al. 2013 , Wun, Lam, Lam, & Sun, 2012 . Three studies identified a lack of time as contributing to poor explanations of the rationale for decision-making and antibiotic side effect profiles (Alkhaldi et al., 2015; Ecker et al., 2013; Wun et al., 2012) ; this led to parents not understanding why treatments were being offered or when antibiotics should be used. As a result, parents felt ill-informed regarding the care of their child (Agarwal et al., 2015; Al-Dossari, 2013; Alkhaldi et al., 2015) .
Eleven studies identified that in private healthcare systems, regu- A common theme found in over half of the studies was that many parents did not know about possible antibiotic side effects (Agarwal et al., 2015; Al-Dossari, 2013; Brookes-Howell et al., 2013; Chinnasami et al., 2016; Ecker et al., 2013; Farha et al., 2016; Rousounidis et al., 2011; Salazar et al., 2012; Salonga, 2009; Wun et al., 2012; Zyoud et al., 2015) , and in three studies, parents believed there were no side effects at all (Agarwal et al., 2015; Salonga, 2009; Wun et al., 2012) Farha et al., 2016; Finkelstein et al., 2013; Panagakou et al., 2011; Rousounidis et al., 2011; Wun et al., 2012; Yu et al., 2014; Zyoud et al., 2015) .
In a third of the studies, antibiotics were commonly seen as being effective treatments for managing upper respiratory infection (URTI) symptoms caused by viruses and were believed to shorten the duration of illness (Alili-Idrizi et al., 2014; Alkhaldi et al., 2015; Chinnasami et al., 2016; Ecker et al., 2013; Panagakou et al., 2011; Rousounidis et al., 2011; Yu et al., 2014) . The shortening of symptom duration was seen as important in reducing the child's illness and parental anxiety in a couple of studies (Alili-Idrizi et al., 2014; Chinnasami et al., 2016) . Half of the studies identified that parents perceived antibiotics reduced complications of viral infections such as secondary infection (Al-Dossari, 2013; Alili-Idrizi et al., 2014; Alkhaldi et al., 2015; Brookes-Howell et al., 2013; Cabral et al., 2016; Ecker et al., 2013 Panagakou et al., 2011 Rousounidis et al., 2011; Wun et al., 2012; Zyoud et al., 2015) .
| Rationalising the need for antibiotics
Nearly three quarters of the studies identified discrepancies in the perception of parents and clinicians regarding the expectation of receiving antibiotics (Al-Dossari, 2013; Alili-Idrizi et al., 2014; Cabral et al., 2016; Chan & Tang, 2006; Chinnasami et al., 2016; Farha et al., 2016; Finkelstein et al., 2013; Panagakou et al., 2011; Rousounidis et al., 2011; Salazar et al., 2012; Salonga, 2009; Wun et al., 2012; Yu et al., 2014; Zyoud et al., 2015) . In one study, 28%
of parents reported they directly requested antibiotics from their clinician. This was in contrast to 60% of clinicians who reported feeling directly pressurised by parents to prescribe antibiotics, which they expected to receive even when not clinically indicated (Rousounidis et al., 2011) . The familiarity and relationship with the clinician may have influenced mothers to ask for and receive antibiotics.
Six studies found parent's attitudes and beliefs are influenced by anxiety and concern for their child's welfare (Alkhaldi et al., 2015; Brookes-Howell et al., 2013; Cabral et al., 2016; Dwibedi et al., 2015; Ecker et al., 2013; Finkelstein et al., 2013) . This concern resulted in seeking clinician advice. However, if the advice resulted in antibiotic prescribing, the perception of the seriousness of the child's illness and antibiotic need was reinforced (Alili-Idrizi et al., 2014; Rousounidis et al., 2011) . Two other studies identified that if a child had received antibiotics in the past for a similar illness, parents expected an antibiotic prescription would be provided again.
When parents did receive antibiotics, it reinforced belief in their decision-making (Cabral et al., 2016; Ecker et al., 2013) .
Three studies cited the rationalising of antibiotic usage to prevent child illness (Al-Dossari, 2013; Alkhaldi et al., 2015; Yu et al., 2014) . In one study, nearly half of parents believed antibiotics could protect children from common colds, and therefore, they were more likely to give antibiotics prophylactically (Yu et al., 2014) . Only two studies identified that parents recognised antibiotics should be kept for more serious illnesses (Cabral et al., 2016; Chan & Tang, 2006) .
Six studies identified that parents believed antibiotics could treat all manner of infections, were considered "wonder" drugs and in limitless supply as new antibiotics were always being developed (Chan & Tang, 2006; Ecker et al., 2013; Panagakou et al., 2011; Rousounidis et al., 2011; Yu et al., 2014; Zyoud et al., 2015) . The culture of parents, which includes the ideas, customs and social behaviour, was identified in five studies to influence antibiotic usage (Alkhaldi et al., 2015; Chan & Tang, 2006; Panagakou et al., 2011; Salazar et al., 2012; Salonga, 2009 ).
| Parental practices informed by past experience
Over half of the studies explored antibiotic prescribing in relation to upper respiratory tract infections (Al-Dossari, 2013; Alkhaldi et al., 2015; Brookes-Howell et al., 2013; Cabral et al., 2016; Chan & Tang, 2006; Farha et al., 2016; Panagakou et al., 2011; Rousounidis et al., 2011; Salonga, 2009; Wun et al., 2012; Zyoud et al., 2015) . Parents were found to base their practices on what had worked previously when their child had presented with similar symptoms. Parents wanted to relieve symptoms of pain and discomfort for their child, and nearly half of parents expected and received antibiotics for ear pain, fever and sore throats (Al-Dossari 2013).
The purchase of over-the-counter antibiotics was identified in over half of the studies as being common practice by parents (AlDossari, 2013; Alkhaldi et al., 2015; Chan & Tang, 2006; Chinnasami et al., 2016; Ecker et al., 2013; Farha et al., 2016; Rousounidis et al., 2011; Salonga, 2009; Yu et al., 2014; Zyoud et al., 2015) . Four studies identified this practice was primarily associated with the easy access and availability of antibiotics without a clinician prescription (Al-Dossari, 2013; Ecker et al., 2013; Farha et al., 2016; Yu et al., 2014) . One study identified that parents felt antibiotics reduced their anxiety and were more convenient for them, primarily because time was not spent visiting clinicians for an initial review (Al-Dossari, 2013 ).
Six studies found parents used leftover antibiotics to treat their children (Al-Dossari, 2013; Chan & Tang, 2006; Farha et al., 2016; Salonga, 2009; Yu et al., 2014; Zyoud et al., 2015) . This practice was influenced by personal past experience in seven studies. When children had previously received antibiotics for a similar infection, parents relied on this experience to manage the new illness (Agarwal et al., 2015; Alkhaldi et al., 2015; Ecker et al., 2013; Farha et al., 2016; Panagakou et al., 2011; Zyoud et al., 2015) . However, in over a quarter of the studies parents did not finish the antibiotic course for their children (Al-Dossari, 2013; Alkhaldi et al., 2015; Chan & Tang, 2006; Chinnasami et al., 2016; Ecker et al., 2013; Yu et al., 2014) . This was largely due to an improvement in the child's symptoms (Chan & Tang, 2006; Yu et al., 2014) , although three studies cited antibiotic cost as a reason (Alkhaldi et al., 2015; Finkelstein et al., 2013; Salazar et al., 2012) . The majority of the studies identi- 
| DISCUSSION
The review findings identified some common themes, which influenced parental expectations regarding antibiotic prescribing. A major influence was the anxiety and concern experienced by parents about their child's health and the relationship with the clinician. Parents trusted their clinician to care for their child, which included a thorough physical assessment and appropriate treatment. This resulted in them seeking reassurance, including a medical review. The concern for their child meant that parents often consulted clinicians promptly within the first 2 days of illness (Panagakou et al., 2011) . This behaviour seemed to be primarily due to anxiety and concern rather than any public health messages regarding when to visit the clinician. The consultation was to gain reassurance, validate decision-making and to be seen as a good parent (Ecker et al., 2013; Panagakou et al., 2011) . In a study by Ecker et al. (2013) , visiting a clinician and gaining reassurance was preferred by parents to purchasing antibiotics which were readily available. However, antibiotics were often considered to be the correct treatment. This could be due to the perception antibiotics were "wonder" drugs, which could treat any illness (Chan & Tang, 2006; Ecker et al., 2013; Panagakou et al., 2011; Rousounidis et al., 2011; Yu et al., 2014; Zyoud et al., 2015) .
This belief and perception of antibiotic usage was likely to be influ- The link between education and knowledge was another clear finding in the review. Parents in less developed countries demonstrated significantly lower levels of knowledge in comparison (Yu et al., 2014) with Western countries (Cabral et al., 2016) . The literature suggested this was linked to the level of education received by the parent, as parents with basic education were not as well informed regarding use and impact of antibiotics, as parents with higher education levels. This was reflected in a study conducted by Yu et al. (2014) into the knowledge, attitudes and practices of parents in rural China on the use of antibiotics in children. In this study, parents in rural areas were much less knowledgeable about antibiotics than parents living in towns or urban areas. This may reflect that only 5% of parents in rural areas had experienced education at college level or above, compared to 39% of parents in urban areas.
The difference in education may influence the exposure and familiarity with access to Internet resources and other sources of information. The difference between lower education levels and increased misconceptions about antibiotic usage was also identified by Salonga (2009). However, this study identified antibiotic self-prescribing was more common in parents with higher levels of educational attainment. There is no clear indication for this; however, it is possible parents with high education levels may perceive themselves to be well informed and therefore more confident about appropriate antibiotic usage.
The literature identified another important predictor of decreased knowledge of antibiotic usage was the age of the parents, with younger parents having less knowledge (Vaz et al., 2015) . This may be due to the fact that young parents have not had as much parenting practice and therefore caring for an ill child is a new experience. To support parents, readily accessible information and knowledge needs to be provided by healthcare professionals. The information needs to be simple and easy to understand, regarding management of common childhood illnesses and when to use antibiotics, and could be made available as leaflets and posters.
The influence of anxiety for the child on parents' attitudes and beliefs was another identified theme (Alkhaldi et al., 2015; BrookesHowell et al., 2013; Cabral et al., 2016; Dwibedi et al., 2015; Ecker et al., 2013; Finkelstein et al., 2013) . Parents were concerned they will misinterpret and not recognise the symptoms of serious illnesses, which may lead to dangerous deterioration in their child's condition. This may be due to the lack of a trusting familiar relationship with the clinician, lack of experience and lack of confidence in managing illness. Parents may be concerned that if antibiotics were not prescribed, their child would deteriorate and they may not want to take this risk (Brookes-Howell et al. 2013) . The need for reassurance resulted in seeking a clinician's advice (Al-Dossari, 2013; Alkhaldi et al., 2015; Brookes-Howell et al., 2013; Chinnasami et al., 2016; Ecker et al., 2013; Finkelstein et al., 2013; Panagakou et al., 2011; Rousounidis et al., 2011; Vaz et al., 2015; Zyoud et al., 2015) , and if the consultation outcome was a prescription of antibiotics, this reinforced the perceived need for antibiotics in the future (AliliIdrizi et al., 2014; Cabral et al., 2016; Rousounidis et al., 2011) . Parental anxiety was linked to a strong protective instinct towards their child's health, and it was repeatedly expressed that if they believed their child needed something they would do whatever was necessary to obtain it (Finkelstein et al., 2013) . Parents' attitudes to management of childhood infection, use of antibiotics and awareness of antibiotic resistance were influenced by the concept of a safety net being required. This was expressed as clinicians being fallible and parents needed to remain vigilant and proactive in getting the treatment they believed their child needed. Parents were also concerned about seriousness of possible illness, and there was a belief that antibiotics reduced complications (Rousounidis et al., 2011 ).
There was a reluctance to delay seeking clinician advice when the child was symptomatic with a cold or sore throat. They did not like to see the child unwell or in pain and felt antibiotics could help reduce anxiety and worry. It was seen as time saving not to return to the clinician for review should there be no improvement (Al-Dossari, 2013) . This was particularly important if there were issues with childcare provision (Dwibedi et al. 2015) . Some parents felt that taking time off work to care for an ill child would result in loss of earnings and therefore sought means to accelerate recovery (Ecker et al., 2013; Salazar et al. 2012) . The review identified parents need more support and reassurance when managing their child's illness to help them make informed decisions.
Conversely, two studies found that some parents believed antibiotics were withheld by clinicians due to resource rationing and level of cost (Cabral et al., 2016; Finkelstein et al., 2013) . These studies were conducted in America and UK, respectively, which have wellestablished and resourced healthcare systems, and this view may be due to recent increased global publicity regarding reducing antibiotic usage. However, this concept would benefit from further exploration. This suggestion was not replicated in any other studies which included countries with less developed health systems.
The literature identified parents' own confidence and experience of caring for and managing ill health can have a direct influence on their ability to care for their child's health. Generally, older mothers were less likely to seek antibiotics for their children, although in one Peruvian study, grandmothers were found to use antibiotics recommended by pharmacists twice as often as mothers (Ecker et al., 2013) . It is not clear why this was the case, unless influenced from past experiences when perhaps healthcare access was not so readily available. However, reasons for parental anxiety were also found to be influenced by the mothers' age. Younger mothers were worried predominantly about symptoms of fever, whilst older mothers were concerned about any altered behaviour in their child (Rousounidis et al., 2011) . It is likely older mothers rely on past experience to inform their decision-making, and the number of children in the family influences this. Parents with only one child may have less experience and confidence in managing illness and be more concerned for their child (Rousounidis et al., 2011) . Certainly, parents who had previously used antibiotics were more aware about the appropriate usage of antibiotics, perhaps due to advice from a clinician, or through learned experience (Agarwal et al., 2015) . It was likely that when parents had received antibiotics in the past for similar illness symptoms, they used that experience to inform their current antibiotic decision-making. Parents wanted to see their children recover quickly, and in some cases, if significant signs of improvement were shown, parents discontinued antibiotics, considering them unnecessary (Chan & Tang, 2006; Yu et al., 2014) .
Some parents tried to manage their child's illness at home, using alternative treatments and home remedies. This may be based on previous experiences of successful use, and cultural beliefs (Agarwal et al., 2015; Brookes-Howell et al., 2013; Cabral et al., 2016 Finkelstein et al., 2013; Panagakou et al., 2011) . Sometimes parents preferred to seek advice from pharmacists and commenced antibiotics themselves to avoid taking time off work to visit the clinician and consultation costs (Al-Dossari, 2013; Dwibedi et al., 2015; Yu et al., 2014) . It is possible, antibiotics were viewed as a cost-effective way to care for children, without paying for clinician time or buying expensive alternative medications (Alkhaldi et al., 2015) . This degree of self-management was dependent on parental personal attitudes and health beliefs. However, in one study in Hong Kong, parents were found to behave differently towards their child's illness than their own and be more cautious regarding antibiotic use (Wun et al., 2012) . In this study, most parents avoided antibiotics for their child, due to concerns about side effects and viewed their children as more vulnerable due to an immature weaker immune system.
However, if the illness was perceived as being serious, antibiotics were sought as they were considered effective and fast acting (Alkhaldi et al., 2015; Chinnasami et al., 2016; Rousounidis et al., 2011) .
This review included studies from a range of countries and attitudes, where antibiotic prescribing may be influenced by the cultural, social and healthcare norms of these different countries. Only one study, in Greece, included the attitudes and practices of immigrant parents. This study identified that this client group would be dissatisfied if they did not receive antibiotics, would consider changing their clinician and would be more likely to buy over-the-counter antibiotics (Rousounidis et al., 2011) . The study does not identify which countries the immigrants were from in order to identify any cultural influences to their behaviour. However, other studies cited parents would consider changing their clinician if they did not receive antibiotics (Al-Dossari, 2013; Farha et al., 2016; Panagakou et al., 2011; Rousounidis et al., 2011; Zyoud et al., 2015) .
Three studies identified parents followed clinician advice in terms of completing antibiotic courses (Agarwal et al., 2015; BrookesHowell et al., 2013; Chan & Tang, 2006) . Brookes-Howell et al. (2013) found parents were motivated to adhere to, and be compliant with medical advice. This was primarily due to the fulfilment of their parental role and responsibilities to care for their child and get them well. This was supported by Ecker et al.'s (2013) study in Peru, which found although there was a high antibiotic usage in children under 5 years of age, the vast majority of parents deferred and complied with physician prescribing and actively sought this reassurance rather than self-prescribing.
| REVIEW LIMITATIONS
The review was limited to articles published in English which met the search inclusion criteria. This may have meant some research was not reviewed, although only one article was identified that was not published in English. The included articles were published in a range of countries, and differences in the provision and arrangements of healthcare systems between countries may have influenced the study findings. However, the publications reviewed identify BOSLEY ET AL.
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| CONCLUSION
The review identified the main themes that impact on and influence parental expectations to receive antibiotics for their children. One main influence was the concern and the perceived seriousness of their child's illness. Parents relied on the clinician to provide reassurance, advice and information regarding the care of their child; however, lack of consultation time and use of complex language impacted on the quality of relationship of parents and clinicians. As a result, parents were not reassured and often relied on previous experiences and outcomes that had influenced their expectations.
The literature identified a gap in qualitative studies to explore the knowledge, attitudes and practices of parents. Further high-quality research should be undertaken to explore the underlying issues experienced by parents. This will enable parents to gain a deeper understanding of appropriate antibiotic use and where to obtain information, potentially influencing future behaviour. Suitable strategies and interventions need to be developed, to address these influences and accessible information provided to parents, so they can make informed decisions regarding their child's health.
| RELEVAN CE TO CLINICAL PRACTICE
Healthcare professionals need to ensure adequate time is provided to parents, for explanations of decision-making and reassurance.
Easy-to-read information regarding appropriate antibiotic usage should be easily accessible for parents.
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